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Cardiovascular disease exerts an enormous burden on women’s health. The intake of
a healthy diet may reduce this burden. However, social norms and economic constraints are often factors that restrain women from paying attention to their diet.
Underpinned by critical realism, this study explores how gender/sex influences
decision-making regarding food consumption among women of low socioeconomic
status (SES). The study was carried out at two cardiac facilities in Karachi, Pakistan, on
24 participants (male and female from different ethnic backgrounds), who had received
health education. Using an interpretive descriptive approach, the study identified
major barriers to a healthy diet: proscribed gender roles and lack of women’s autonomy, power, male domination, and abusive behaviours. Cardiovascular risk and disease
outcomes for the Pakistani women of low SES are likely to further escalate if individual
and structural barriers are not reduced using multifactorial approaches.
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Cardiovascular disease (CVD) is a major cause of death and disability.
Since 1984, the prevalence of CVD in low and middle income countries

economic factors. They are also socially constructed with gender roles
contributing significantly to dietary choices (Wardle et al., 2004).

has become greater than that for HIV/AIDS, tuberculosis, cancer, and

Barolia, Clark, and Higginbottom (2013) found that the effect of

malaria combined (Shroufi et al., 2013). Additionally, women in the low

various factors including gender on the food choices of poor people

and middle income countries are more likely to die from CVD than wom-

who have CVD is largely unknown and needs investigation.

en in high-income countries (Center for Global Health and Economic

Underpinned by critical realism (CR), this is probably the first qual-

Development, 2004). This trend can be explained by the wide preva-

itative study that focuses on understanding how gender influences

lence of modifiable risk factors, such as smoking, high serum cholesterol,

the food choices of people with low income and CVD in Pakistan.

energy-dense diets high in saturated fats and refined carbohydrates, and

Throughout this study, sex is defined in terms of the biological differ-

obesity, combined with a lack of contextually based secondary preven-

ence, whereas gender is the person’s self-representation as male or

tion programmes (Azad & Nishtar, 2005; Chowdhury et al., 2014).

female, or how that person responds in social situations is based on

The intake of a healthy diet is considered the most important

individual’s gender representation. Moreover, gender is shaped by

modifiable factor that can help prevent the development of CVD.

the environment and by experience (Mosca, Barrett-Connor, & Kass

Epidemiological studies have indicated that the intake of a healthy diet

Wenger, 2011).

reduces CVD and overall mortality (Dehghan et al., 2012). A pooled
analysis of participant data from 11 cohort studies found a 26% reduction in coronary deaths when a 5% lower energy intake from saturated
fatty acids was combined with a higher intake of polyunsaturated fatty

1 | CVD PREVALENCE AND PREVENTION
IN THE CONTEXT OF PAKISTANI WOMEN

acids (Jakobsen et al., 2009; Hooper et al., 2011).
Olinto et al. (2011) noted that scientific literature has shown that

The people of the South Asian countries, including Pakistan, India,

dietary patterns are closely related to cultural values, beliefs, and various

Bangladesh, Sri Lanka and Nepal, are known to have a higher coronary
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disease risk than those living in other parts of the world (Nishtar, 2002;

Heath, & Chan, 2011). Other reasons may exist for the persistence of

Nishtar & Voûte, 2007). A population-based, cross-sectional survey of

behaviours such as smoking, poor dietary habits and sedentary life-

3,143 adults from randomly selected communities in Karachi showed

styles. This complexity highlights the need for a better understanding

that one in five middle-aged adults in urban Pakistan may have an

of the determinants of behaviour change, including attitudes towards

underlying coronary artery disease and that women are at greater risk

healthy diets that are embedded in gendered and cultural beliefs and

than men (Jafar, Qadri, & Chaturvedi, 2007).

practices (Davidson, Trudeau, Van Roosmalen, Stewart, & Kirkland,

Modifiable risk factors contribute greatly to this phenomenon.

2006; Galdas et al., 2012).

Dennis et al. (2006) studied a mixed population in Karachi, Pakistan,

Qualitative inquiry is highly suitable for identifying how beliefs,

and found that 16% of the men and 24% of the women had high cho-

attitudes and social norms interact in various contexts and how they

lesterol and that 34% of the men and 49% of the women were obese.

may serve as facilitators or barriers for Pakistani people to engage in

The gender-related mechanisms creating these sex-based inequities

CVD risk-reducing behaviours. The aim of this study was to generate

need to be better understood to promote effective means to amelio-

an in-depth understanding of how Pakistani women’s food choices and

rate this phenomenon and promote women’s health status in Pakistan.

decision-making around food consumption after having CVD are influ-

Clinical manifestation of CVD in women appears different from

enced by gender/sex. Two research questions were posed: (1) What

those in men. Generally, CVD symptoms manifest in women at a later

are the barriers and facilitators to adapt a healthy diet for Pakistanis

age and there are higher rates of silent ischaemia associated with high

of low SES, after CVD diagnosis? (2) How does gender/sex influence

blood pressure and diabetes (Morin-Martin, Gonzales-Santiago, Gil-

Pakistani women of low SES, who have been diagnosed with CVD, in

Nunez, & Vivancos-Mora, 2003). Women are not treated in the same

making decision regarding food consumption? The latter is the focus

manner as men in South Asia and, in particular, in Pakistan (Nishtar &

of this study; the findings related to the first research question will be

Voûte, 2007). Hence, secondary prevention of CVD in women is con-

reported separately.

sidered less important.

2 | GENDER AND HEALTH: CONTEXTUAL
REALITIES IN PAKISTAN

3 | METHOD
The theory of CR was employed to understand the complex influences
of gender and sex on the consumption of healthy diets in the low SES

Pakistan is described as a patriarchal society, in which the status of

people of Pakistan who have CVD. Bhaskar (1975) proposes that CR

women is considered as subservient to men (Lee & Saeed, 2001).

helps researcher to gain an understanding of outcomes as they occur.

In most Pakistani cultures, a woman’s position is lower than that

CR stratifies reality and suggests that reality is influenced by various

of a man’s with regard to the distribution of food, health, educa-

elements, objects, practices and structures. This stratified ontology is

tion and marriage. The allocation of resources in the family is highly

central to the CR philosophy to make sense of a phenomenon that

dependent on its economic standing and its cultural and religious

exists within multiple contexts.

values. Delavande and Zafar (2013) have pointed out that gender

Central to CR is the search for broader social structures such as

discrimination is also reflected in the women’s low literacy rate

poverty, sex, race and so forth, which exist in society and influence

(29%, versus 58% for men, in 2001) and excess in mortality, and

behaviour (Harwood & Clark, 2011). These structural forces also

they are often the recipients of violence. Certain traditions and

determine whether individuals recognise or perceive the individual

religious misinterpretations have also reduced women’s social sta-

factors that affect their behaviours and contribute to chronic diseases

tus and their access to good nutrition and health-care (Fikree &

such as CVD. In addition, this theory is best suited for understanding

Berendes, 2000; MahbubulHaq, 2000; Baig-Ansari, Rahbar, Bhutta,

factors about which people are unaware and do not perceive as rea-

& Badruddin, 2006). This predominance of gender inequities in

sons for their behaviours; however, in reality, they influence their life-

social status and health-care access has severely impacted women’s

style. Thus, in this research, CR offered a comprehensive approach for

health outcomes.

examining the existing gender influences, at the personal and struc-

It is important to understand “gender as a social phenomenon”
that shapes men’s and women’s lives and, subsequently, affects their

tural levels, that facilitate or hinder dietary changes in women of low
SES with CVD.

cardiovascular health, among many other things (Bird & Rieker, 2008).
The theory of constrained choices clearly relates gender roles with
their impact on positive or negative health behaviour (Reiker & Bird,

3.1 | Study design

2005). Moreover, social constraints can also differently affect men and

The study utilised the qualitative genre of interpretive description (ID)

women’s health. For example, Pakistani wives in many cases cannot

approach. The key axioms of interpretive description are as follows:

seek medical help without their husband’s permission; such restric-

(a) the lives of the participants are a construct of multiple realities

tions result in health consequences.

that are “complex, contextual, constructed and ultimately subjective,”

Empirical research has shown that raising awareness may not be suf-

and (b) the cultural, social and linguistic contexts in which each per-

ficient to change people’s high-risk behaviours (Clark, Duncan, Trevoy,

son lives continually shape and reshape his or her realities (Thorne,

|
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Con, McGuinness, McPherson, & Harris, 2004; Thorne, Kirkham, &
O’Flynn-Magee, 2004).

3

3.5 | Data collection

There are two main reasons for using an ID approach with CR. First,

Semi-structured qualitative interviews were conducted, using an inter-

CR addresses the complexity of the world in open and natural settings.

view schedule, to gather accurate and deep accounts from the partici-

Similarly, ID addresses the complexity of a phenomenon that can be

pants (Clark, Whelan, Barbour, & MacIntyre, 2005; Thorne, 2008). The

understood in natural settings (Thorne, 2008). Second, CR emphasises

interviews were comprised of open-ended questions, largely aimed at

the need to pay particular attention to the existence of diversity in social

determining the participants’ knowledge about healthy diets, who in

and cultural systems. Hence, the interpretive aspect of ID allowed the

their household made food purchasing decisions and how these deci-

researcher to examine critically the complex decision-making of people,

sions were made, how successful the participants were in changing

with low SES, regarding their diet (Thorne, Con et al., 2004; Thorne,

their diets, and what difficulties were faced in selecting and obtaining

Kirkham et al., 2004). ID was also used because of its feasibility and

healthy food. The participants’ perceptions regarding the relative ease

practical application. The design strategies of interpretive description

or the challenges faced in making dietary changes within the context

do not follow strict prescriptive rules; rather, they guide the researcher

of limited resources were also an area of interest (Clark et al., 2011).

to investigate the phenomenon using all aspects of the research (Hunt,

All interviews were audio taped and transcribed also simultaneously

2009; Duggleby, Schroeder, & Nekolaichuk, 2013). Thus, CR was used

with translation into English by the bilingual investigator immediately

as a theoretical lens to view the phenomenon and ID was used to iden-

after the interviews.

tify relevant strategies to collect and interpret data.

3.2 | Ethical approval

3.6 | Data analysis
Transcribed interviews were compared with the audiotapes to

Review boards at two institutions (Aga Khan University, Karachi,

ensure accuracy in translation and to achieve some understanding

Pakistan, and University of Alberta, Edmonton, Alberta, Canada)

of the data. Furthermore, the audiotapes were listened to frequent-

granted permission to conduct this study.

ly to acquire a deeper understanding of the participants’ complex
situations. The transcripts were analysed with the aid of ATLAS.ti

3.3 | Study setting

(Scientific Software Development GmbH, Germany) (Friese, 2012).
They were coded and the codes were revised frequently, with simi-

The study was conducted in two urban facilities of Karachi, Pakistan,

lar codes being merged to form preliminary categories. Subsequently,

where cardiac patients receive their treatment and other healthcare

comparable codes and categories were arranged in families, with a

services at subsidised rates. Karachi is one of the largest cities in the

graphical network showing the relationships between the codes and

world, with a multiethnic population of 18–20 million people (Barolia

categories (Miles, Hubermanand, & Saldaña, 2013). Next, themes and

et al., 2013). Each group has its own distinct language, place of origin,

concepts were formulated to link the data with the broader theoreti-

cultural practices, dietary habits, health beliefs and behaviours. These

cal formulations.

ethnic variations make the distribution of CVD risk factors complex

During data collection and analysis, literature review was also

and multi-faceted (Karachi Metropolitan Corporation, 2016). Both the

conducted, as a secondary data source, to explore factors that could

Centers from where the participants were recruited from provide two

promote or prevent healthy eating among patients with CVD in the

to four weeks of comprehensive services, which include education, pre-

low-income groups. The use of CR and interpretive description pro-

scribed exercise, nutritional counselling and behavioural interventions.

duced results that are not only descriptive, but also provide some
interpretation and explanation of the participants’ dietary practices.

3.4 | Sampling and recruitment
The staff at the cardiac facilities assisted with the recruitment of

3.7 | Maintaining the rigour of the study

potential participants. The inclusion criteria for participation includ-

Thorne (2008) criteria’s were used to ensure the rigour of the study.

ed (a) over 30 years of age (the onset of CVD in the South Asian

Variant sampling, such as a broad range of age group, males and

population occurs at a younger age) (Joshi et al., 2007); (b) prior

females, and samples from two different cardiac centres, helped in

completion of some kind of a cardiac rehabilitation programme or

understanding the phenomenon. The researcher maintained a gener-

education related to secondary prevention; (c) self-reported income

ous and prolonged engagement with the participants, which resulted

of $1.25 (Rs113) or less per day, based on the poverty line defined by

in representative credibility. Analytic memos were also prepared to

Pakistan’s economic analysis (Nishtar et al., 2010); (d) ability to speak

describe the analytic thinking process followed, in order to make

English or Urdu (the national language of Pakistan); and (e) willingness

sense of the data and to gain an in-depth understanding of it. The

to talk about and reflect on their experiences with the phenomenon

preliminary themes and concepts were discussed at length within the

under study. The primary investigator—a native of Pakistan and fluent

research team, during reflective analytical meetings. This assisted in

in English and Urdu—carried out all the consent and data collection

contextualising and articulating specific analytic decisions within the

procedures.

larger picture to reflect analytic logic.
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Demographic characteristics of the participants (n = 24)

Participants

24

Male

12

Female

12

Age, years (mean/range)

58.5/45–72

Married/partnered

23

Employed/unemployed

20/4

Income
None
5,000 or less
More than 5,000

4
11
9

Myocardial infarction

16

Attended cardiac rehabilitation

17

participants, when asked about their food preparation, stated that
females are responsible for cooking and household chores.
Most female participants viewed the male in the house as the
head or decision-maker, and most male patients who were living in
extended families emphasised that they must command, be respected and be able to balance the demands of their parents and wives.
When asked about decisions about food preparation at home, the
majority of the participants of both the sexes reported that women
prepared food for the family. However, some of the females clearly
mentioned that they made a conscious effort to prepare food that
their men preferred, even when the women or female children in the
family were sick or in need of modified diets, such as diet needed
after the diagnosis of CVD. Bilquees and Nafisa shed some insights
regarding this matter:

4 | RESULTS

A woman has to please her lord [husband]. A woman’s only

Of the 28 eligible participants identified, 24 consented to the inter-

sick, she needs to understand who cooks for her family.

views. The demographic details of the participants are listed in

She has to be modest and not demand certain food by

Table 1.

using the excuse of sickness.

purpose in creation is to serve and please men. If she is

The results presented in this study focus on the participants’ narratives that allowed exploration of individual and structural factors that

Honourable women do not demand and expect to have

influence a female CVD patient’s dietary decision-making and intake.

separate food. They must be graceful and avoid disgracing

Themes that reflected the common barriers and facilitators of dietary

their parents and brothers and the tribe.

changes will be discussed elsewhere.
Gender norms are also transmitted to the next generation and they are

4.1 | Women’s understanding of diet

expected to play these roles in the same manner. A few participants who

When asked about their understanding of healthy diets and the

this from early childhood. Among them, Amber stated:

had not received secular education believed that girls should be taught

importance of diet changes after diagnosis with CVD, most of the
participants demonstrated a sound general knowledge regarding

We are women. We cook and clean. That is enough exer-

the composition of a heart healthy diet. Almost all of them men-

cise. But now my daughter-in-law does most of the cook-

tioned that traditional diet needs to be avoided as it is salty, spicy

ing, and she cooks what my son likes. We eat whatever my

and high in fats. However, the participants spoke about the chal-

son wants; he usually likes meat and potatoes. She is only

lenges that they faced with regard to complete adoption of a dietary

fifteen years old, but she is very active. I am teaching her

regime, even though they recognised that this change would likely

how to be a good wife.

prevent them from further complications. Their reduced capacity
to change seemed unrelated to their willingness; it appeared to

Most of the female participants commented that their choices did

be linked to their beliefs, customs and gender norms. Four major

not matter and were not respected in society. If female family members

themes could be identified with respect to challenges related to

have cardiac problems, changing their diet is a difficult matter because

the consumption of a healthy diet. These are described below:

the same food is cooked for the whole family, and the men do not easily
allow changes in cooking practices. On the other hand, if male family

4.2 | The subservient role of women in the
family related to food consumption and making
dietary changes

members have cardiac problems, they expect that their wives will understand their needs. A male participant, Asif, affirmed this expectation:
My wife cooks for me. I asked her to attend the dietary

In most Pakistani cultures, a woman’s position is lower than that of

lecture and listen carefully to what the doctor was saying

a man’s in various regards including the distribution of food, health,

about diet… But she needs to understand my taste as well.

education and marriage. The majority of women of low SES are most

She and my daughter-in-law cook food that I like, and she

disadvantaged because they have no power to make decisions, even

also makes it tasty so I can eat it.

about meal preparation. This is particularly evident for women who
are financially dependent on men, as compared to those who are

The fact that families expected value of gender norms and obedi-

financially independent. This occurs in spite of the fact that most

ence of women was apparent from many of the married participants’

|
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narratives; these women do not make a fuss over the selection of food

He fights with me if I do not give him fried meat and beef.

or complaining about the quality of food. However, where the dietary

We all in the family understand that this food is not good

needs of the male members are concerned, they are expected to take

for me or for him. He is an obese person, but he gets angry

care of them. In this study, a few of the male participants appreciated

and shouts, and even hits me when he finds that we have

the women’s role regarding looking after their needs. A male participant,

cooked vegetables or legumes, and not prepared the meal

Mazhar, commented:

according to his wishes. So I have to cook what he likes.

Yes, actually, my wife is my guide; she cares for me more
than I can do. If I am on my own I eat a lot of traditional
items that I like, but she is very careful about my health.

5

4.4 | Influence of patriarchical social and
cultural norms on dietary intake

She mostly brings fresh fruit and keeps it for me. She sac-

The hostile attitude of men towards their wives is not uncommon in

rifices her health and gives good care to my old uncle with

families with low income and is not limited to food only. Often, in

heart disease. Everyone respects her in the family.

the patriarchal society in Pakistan, women are held responsible for
their husbands’ unemployment or low income which oftentimes fails

Some of the female participants reported that, after marriage, they are

to cover the household expenses. Even if they are willing to seek

expected to be obedient and to behave in a mature manner. Hence,

employment outside the home to share the economic burden, they

because of their gender role, and men’s lack of support for dietary chang-

are usually discouraged, treated lowly and might become victims of

es tailored to women’s needs, female heart patients are often unable to

violence. One such victim of violence was the wife of Najam, who,

consume a healthier diet.

instead of gaining permission to work or make dietary changes in the
household, was subjected to harsh words and beatings. However,

4.3 | Food distribution and consumption in the
family: A set of power

after she died, her husband regretted his abusive behaviour towards
his wife and repented. Shedding tears, he said:

When they described the servings of food in terms of quantity and

I have lost my wife, the most obedient wife. She looked

quality, most of the female participants highlighted their unequal

after me so well. She was alive when I had surgery; she

share. Women in the low SES of Pakistani society do not have the

really took good care of me. Despite my uncontrolled

same rights as the men, but this inequity is considered as normal by

anger she did not mind. … She wanted to help me with our

women because, from childhood, they are trained to consider males as

finances….but I always mistreated her, injured her when

the powerful members of the family. Male dominance is experienced

she was pregnant. … I remember I beat her so badly when

in all areas of decision-making, particularly in the allocation of house-

she asked me to stop eating chaplikabab [fried minced

hold resources. For example, males being served first, at religious and

meat cooked with many spices]. She used to take all kinds

family gatherings, and females eating the leftovers were considered

of anger and bear it without any complaint; she was an

by several women as normal.

angel. [He did not realize her importance and used to beat

Nafisa describing the eating practices at gatherings and celebra-

her.] … She died; … She suffered a lot.

tions stated:
Moreover, in Pakistan generally, the marriage of young girls is an importActually, it is customary. We prefer to keep good food for

ant family and social norm; unmarried or divorced women are not

our male members. Once they finish, then we females eat,

respected in society. In fact, unmarried or divorced women, who mostly

and sometimes there is no food left for us, but we never

live with their parents and brothers as per social norms, may experience

complain. We all should respect the male members of our

even more psychological distress than married women. Some female

family… so our women eat once the males have finished

participants brought forth the issue of “marrying off” their daughter—

their food. Males do not serve women; it’s usually women

an expensive endeavour—which overrode their ability to spend money

who serve women.

on purchasing fresh fruits and vegetables. Mothers seemed to be worried more about their daughters’ marriage prospects than their disease.

The study participants also mentioned that adopting preventive

Moreover, the tension of their girls’ marriage, considering their family’s

measures in regard to food matters can results in severe consequences

SES, appeared to produce significant psychological distress. One partici-

for them. Some women expressed their fear that negotiating with their

pant, Misbah, described her challenges, related to following dietary pre-

husbands over the preparation of less oily and spicy food can lead to

vention practices, in these words:

domestic violence. Therefore, to maintain family harmony and to prevent arguments, women sacrifice their health. Nazia and her daughters

I have lots of other priorities in my life; my daughters are

understood the importance of diet in secondary prevention, but they had

not married, I have to look for good proposals. I have to

not been able to act on this knowledge because of the violent behaviour

save money for their marriages. I do not spend on food, I

participant’s husband:

bring prepared food from the house where I am working so

6
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my family can eat, I cannot think of my health; right now,

When my husband is not here I and my children try to eat

this is not my priority.

a healthy diet. They also support me and eat vegetables
with me…. It is difficult when he is in Karachi; he shouts,

Marriages of daughters in Pakistan are the most daunting for families

gets angry if simple food is served; … when he is not here I

having a low income, where the strain on household resources is acute.

can take precautions.

Hence, parents in these families may be forced into arranging a marriage with a man ten, twenty or even thirty years older than the girl.

Additionally, because of the patriarchal system that empowers men

Among the participants who shared an age difference between spouses,

and early marriages, women fear losing their family, due to their illness.

wives were nine or more years younger than their husbands; two wom-

Therefore, women struggle for the safety of their lives and are motivated

en’s husbands were twenty and thirty years older than they were. This

towards improving their health and strength. Some women expressed

age discrepancy was expressed by some participants as contributing to

that if women in Pakistan are unable to do all of the household chores

family conflict and stress, further reducing their priority to make dietary

to take care of their husband and children because of illness, there were

or other lifestyle changes. Gulshan whose husband is thirty years her

greater chances of getting divorced. It was because of these societal

senior, stated,

norms that females tried to change their diet within whatever limited
resources were available to them for maintaining their health, in order to

It is because of my husband I got this heart problem. I nev-

actively do all household activities. As Naheed commented,

er enjoyed my life. I’m just living for my children, they are
young they need me. I do not want to change my lifestyle.

Women have to do a lot to please their in laws and hus-

… it will make no difference. I have to eat what others

bands, so I used to work day and night to make sure

give and what my children like. I don’t think in our society

that all my in laws’ demands were fulfilled, I even ironed

female lives are important.

my brothers and sisters-in-law’s clothes. I was working
twenty-four hours, but after my attack, I took rest for some

Apart from worries over the marriage of a daughter or women’s

time, … But I have to start my work. I eat less salt and try

distress about overburdening their families, there is added stress when

to take a bland diet. I am afraid my in laws may not like it

working outside the home becomes necessary for women. Working

if I get sick again.

women have the full responsibility for all household chores in addition
to their jobs; women in the low SES do not expect or get any support

In essence, some women tended to change their lifestyle because they

from their husbands. Salma, mentioning the burden of her work, stated:

realised that without productivity they will be worthless and, hence,
discarded.

I am working here from morning to evening. I just take two
hours’ break in the afternoon to check on my children and
home and come back again in the evening to clean their

5 | DISCUSSION

house. My husband is not earning much. I work here as a
house maid and also look after my family, my children, my

Using the lens of the theory of critical realism (Bergin, Wells, & Owen,

husband. … I get so tired. I do not get any help from him

2008; Clark, Lissel, & Davis, 2008; Clark et al., 2011), this study exam-

[husband]. I cannot focus on eating.

ined major barriers to diet change faced by the women of low SES,
at the individual and structural level. It provided useful information

4.5 | Barriers women face in consuming healthy
diets: How and why they overcome them?

on the status of women in the household and revealed obvious gender prejudices. It also revealed that women’s low status in the family
not only limited their access to nutritious food in general, but also

In some cases, the challenges of patriarchy and gendered roles in the

deprived them of healthy food when they had cardiac disease. Bird and

family led women to carefully push their boundaries and resist, to

Rieker’s (2008) theory of constraint explains how women’s individual

some degree, the traditional beliefs and values about how their fam-

choices, in relation to their diet, are constrained by social factors, fam-

ily consumed food, and about their selfless lifestyles. Some women

ily and gender. The framework illustrates that gender interacts with

considered the need for a healthy lifestyle as important more for the

the social, economic and cultural determinants, resulting in different

sake of their children than themselves. Women with younger children

health outcomes for males and females.

were more inclined to make healthy food choices, and these women

The findings also suggest that women’s illnesses are not consid-

tried different strategies, as per their ability. For example, some set

ered serious matters, as compared to those of the men in the family.

aside smaller portions of food having less oil and salt for themselves,

Other studies conducted in developing countries have also highlight-

then added more ingredients for the rest of the family. Some par-

ed the cultural bias towards men’s health status (Pande, 2003; Patel,

ticipants limited their visits to specific restaurants and mosques that

2012; Vlassoff, 2007). The study draws particular attention to the

serve fatty food. Nazia, whose husband often goes to Afghanistan to

interacting determinants of personal and social factors that reduce

work, stated:

the CVD women’s capacity to make behavioural changes despite their
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willingness to do so. The underlying notion is that the women in the

their health and urges proactive actions to prevent CVD in women

lower SES in Pakistani society face intense marginalisation, which

(Go et al., 2012). Without the necessary investment to improve the

greatly impedes them from changing their lifestyles and, subsequent-

infrastructures within the education and health sectors and to rec-

ly, their health status.

tify the inequities, the desired outcome of CVD reduction will not

The female participants very clearly described their aware-

be achieved. For this, strong political commitment is required at the

ness about the types of food required as a healthy diet and their

community, national and international levels (Galdas et al., 2012).

understanding of the importance of changing their health-related

Women empowerment programmes, such as the Aga Khan Rural

behaviours (Chambers, Lobb, Butler, & Traill, 2008; Clark et al.,

Support Program (AKRSP), are beginning to surface, which is encour-

2011). However, factors like limited resources, unequal household

aging. AKRSP is a private, non-profit organisation, established by the

food distribution and the low status of women in the family, as well

Aga Khan Foundation, which has been successful in improving the

as the traditional and patriarchal norms of the society, constrained

access of women to education and health resources, and to economic

them from making these changes. Such traditional beliefs were also

empowerment opportunities (Bibi & Ali, 2014; Gul, n.d.). More such

identified by another qualitative study conducted in an Islamic coun-

programmes should be integrated within the national health agenda

try, during which women indicated that they were bound to certain

and institutionalised within national economic and health policies.

family traditions that led to fear and resistance to change (Donnelly

Findings of this nature, as highlighted by this study, will help in under-

et al., 2012).

standing the multiple barriers and facilitators that can inform decisions

Consistent with the findings of King, Sanguins, McGregor, and

about CVD risk reduction in various populations.

LeBlanc (2007) and Clark et al. (2011), this study found that people
of low SES faced a considerable amount of difficulty with regard to
meeting their basic needs, such as paying rent and bills, and fulfilling

6 | STRENGTHS AND LIMITATIONS

the demands of all members of the household within a scarce income,
and this competed with purchasing high-quality food. Moreover, the

This study was conducted in a specific geographic location, where

findings highlighted that marrying young daughters is a higher priority

patients with diverse cultures receive cardiovascular treatment;

than focussing on one’s own health—marriage of girls is an extremely

hence, the findings may not be applicable to the entire low-income

valued norm. Pakistani parents often place more importance on mar-

population with CVD in Pakistan. Even though interviews were con-

rying their daughters than on their daughters’ education. The partici-

ducted by a native Pakistani, there is a possibility that certain phrases

pants’ testimonials highlighted yet another issue—that negotiating the

or expressions in Urdu were not given the same meaning in English

preparation of less oily, spicy food or asking for some contribution to

during translation. This was lessened by contacting the participants to

household duties to make time for exercise can lead to severe conse-

further explain specific terms in some cases. Some women declined to

quences, such as losing the husband or domestic violence. This helps

sign the consent forms or complete the interviews in the absence of

explain why some women in the study decided to sacrifice their health

their husbands; the presence of the husband in these cases may have

to safeguard their family, while others tried to change their eating

concealed some of the reality. Credibility and trustworthiness were

behaviour within their limited resources in order to maintain harmony

enhanced by carefully following the applied method of data analysis

in the family.

and through ongoing research team meetings to discuss the emerging

Nishtar and Voûte (2007) have stressed the need for understand-

themes and interpretations.

ing gender differences that influence CVD preventative efforts, especially in low and middle income countries. These authors emphasise
that gender-free, comprehensive, multidisciplinary and integrated
approaches are required to prevent CVD in the people of low-income

7 | CONCLUSIONS AND
RECOMMENDATIONS

countries. The Millennium Development goals to improve women’s
health status, along with eradicating hunger and poverty, can only

Pakistani women’s abilities to make dietary and other lifestyle chang-

materialise when health policies in developing countries address

es towards reducing the risks of CVD prevalence are inextricably

societal issues that create a low status for women (Azad & Nishtar,

linked to their oppression and marginalisation in a male-dominated

2005; Grown, Gupta, & Pande, 2005). This assertion, together with

society. The study can play an important role as it proposes recom-

the findings from this study, underlines that health education, using

mendations, targeted at the individual and policy level, that can ena-

food guides, and various dietary guidelines—regardless of their cultural

ble healthcare providers to address cultural and social values during

appropriateness—are not sufficient for behavioural change. Healthcare

education and treatment efforts, and enable local/regional decision-

providers and decision-makers clearly need to implement policies and

makers to drive broader programmatic and policy changes for institu-

programmes that facilitate risk reduction strategies within the context

tions that provide health and community services for poor people. As

of the ethno-cultural norms (Öberg, Jaakkola, Woodward, Peruga, &

a global approach, these health policies can also be integrated with

Prüss-Ustün, 2011).

other sectors, such as finance and education, with the goal of reform-

The American Heart Association’s “Go Red for Women” international awareness campaign encourages women to take charge of

ing social and environmental structures towards equity in health and
well-being.
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